no duodenal ulcer. Within three months he perforated, and there could be no doubt that he had had duodenal ulcer for many years. His experience had been largely with the disease at a late period, whereas Mr. Moynihan seemed to have been more fortunate. As things were at present, many patients seemed to go on without any serious attention being paid to their complaint until they came to some catastrophe, such as haEmorrhage or perforation. The oldest patient on whom he had operated was aged 66, and for thirty-five years he had been suffering from symptoms of duodenal ulcer. He then for the first time had severe hmemorrhage. A tumour was easily felt, and he was operated upon by closure of the perforation and gastro-anastomosis four years ago, and had remained well ever since. The result showed that the complaint was not malignant, and he probably had had a duodenal ulcer for very many years. In the late cases he did not think there was any operation which was feasible except gastro-enterostomy. But he agreed that in the early cases, if one could be sure the ulcer was single, a better operation was excision. If anastomnosis were done in an early case, while the ulcer was active, the gastric contents would pass by the anastomotic opening and the ulcer would probably then heal; afterwards, although the anastomotic opening mnight not close, he did not see why the food should not pass again by the pylorus and the condition recur. So, if the ulcer were small and single and there were no obstruction at the pylorus, he would excise the ulcer. If gastrojejunostomy were performed in the early stage, he thought that extended experience would very likely show that it would be necessary to close the pylorus with a view of preventing a recurrence of the trouble.
Mr. MOYNIHAN, in concluding the debate, said that it was now a matter of general agreement that the symptoms which he had described were dependent for their presence upon a structural lesion-ulcer of the duodenum. They were at last escaping from the bondage of the vocabulary and were ceasing to apply incorrect and misleading terms, such as " acid dyspepsia" and the like to an organic disease. The practitioners who were still submissive to the tyranny of the ancient text-books often quoted these authorities as being opposed to his opinions. It was true that these works contained no recognition of the facts that duodenal ulcer was a common disease, marked out by the plainest symptoms and admitting of easy diagnosis. Recent authors, however, were adapting their views to the wider knowledge with which Surgical Section the surgeon had lately equipped them. Precise inquiry into all the details of the anamnesis prevented a majority of the mistakes in diagnosis to which reference had been made. One of the difficulties. confronting an author to-day was the desire of many readers for the most concentrated epitome of his message. The torrent of Niagara, they seemed to say, must be described in terms of the pipette. So "hunger-pain," a term which had been debased and shorn of all the attributes with which he had clothed it, was held to indicate undoubtedly the presence of a duodenal ulcer. All the varied qualities of this important symptom, however, required consideration before a diagnosis based upon it could have any substantial value. We were entitled to say that by a careful study of the anamnesis, and from that alone, the diagnosis of duodenal ulcer could now be made with a degree of accuracy not exceeded in the case of any other abdominal disease. The physical signs were few and of no real value in enabling a diagnosis to be made. Tenderness, inuscular rigidity, and increased epigastric reflex on the right side might one or all be present, and, if present, were better marked during the time that pain was present.
The only difficulties in diagnosis were concerned with the differentiation of duodenal ulcer from gastric ulcer, from gall-stones, and from appendicitis. If an ulcer were not found on palpation and inspection of the stomach or duodenum, inspection of the mucosa was useless. He held very confidently to the opinion that an ulcer which had been the cause of protracted and recurring symptom-s had always reached the outer coats of the stomach or duodenum; it was never restricted to the mucosa. Instead of the unnecessary search within the stomach, the gall-bladder and appendix should be examined. The condition of " appendix dyspepsia" was important and as yet not generally recognized.
If an operation were undertaken for the relief of long-standing symptoms believed to be due to a duodenal or gastric ulcer, and no ulcer were discovered, it was absolutely necessary that the appendix' should be examined; in a notable proportion of such cases it would be found adherent and obstructed, and its removal would be followed by a disappearance of all symptoms. It was quite inadmissible in such cases to perform gastro-enterostomy. The great fault had been that gastro-enterostomy had been done because the diagnosis of duodenal ulcer was made before the abdomen was opened. But the operation should not be done unless a definite reason for it existed. Some surgeons seemed to think it was a humiliation for them to open an abdomen after making a diagnosis and not to discover the particular condition which they had supposed to be present. He (Mr. Moynihan) had no compunction in setting his diagnosis aside as soon as it was found wrong, and going in search of something else. There was the perennial example of Saul, who went in search of his father's asses and found a kingdom. He emphasized the point that gastro-enterostomy should never be performed unless there was a demonstrable lesion which called for it. When fault was being found' with the treatment of duodenal ulcer which had never been present by gastro-enterostomy, one must not attribute to the operation faults which were those of the operator.
The different views in respect of treatment held by physicians and surgeons would probably disappear as it became' more widely recognized that the symptoms pointed to an organic and not to a functional disorder. If medical treatment in early attacks proved powerless to prevent recurrence, then surgical treatment would admittedly be necessary. If the urcer were small and single, excision would cure the patient; if the ulcers were large or multiple, as was generally the case, gastroenterostomy would be necessary. Many of the early unsatisfactory results of gastro-enterostomy were due to the wrongful application of this operation, the precise indications for which were now fully understood. After the operation the patients required supervision for some time.
